OBSTRUCTION to delivery by an ovarian tumour blocking the pelvic outlet is a well-recognized condition which is not very often met with.
The complication is rare, because comnparatively few ovarian tumours create the circumstances required for its occurrence. The growth must be of sufficient size to be caught by the pelvic brim when the ovaries ought to rise into the abdomqn with the developing womb, but it must not at this time be so large or so placed that it will be pushed out of the pelvis by the fundus uteri. A few months later, when the fcetus is fully developed, the abnormal mass must have become big enough to cause an obstruction. On the other hand, it must have remained so small that it does not cause symptoms requiring surgical treatment before delivery is due. A long pedicle and an absence of adhesions increase the chances that the tumour will not attract attention until an examination is made during or in anticipation of labour.
The case related below is the only one of this kind which I have been called upon to treat. The patient, a healthy woman, aged 31, had her vermiform appendix removed in 1905 by the late Dr. George R. Fowler, of Brooklyn, New York. His son, Dr. Russell S. Fowler, has I " Obstruction of Labour by Ovarian Tumour in the Pelvis," Trans. Obstet. Soc. (1897), 1898, xxxix, p. 334. kindly informed me that it may be confidently stated that there was no obvious alteration of the ovaries in 1905. The patient married in 1909, and came in labour at full time on November 10, 1910. In the evening of that day Dr. Malcolm Mackintosh found a tumour which he diagnosed as ovarian. It filled the pelvis, leaving just room to pass the fingers through the vagina. The os uteri, which appeared to be already fully relaxed, lay above the obstruction and the head presented. The membranes were unruptured. Pains were frequent, but delivery per vaginam was impossible unless the tumour collapsed or was removed. The patient was therefore taken to a nursing home, and the abdomen was opened some two hours after the complication was discovered.
The growth had a broad vascular pedicle on the left side, under which a finger could be passed between it and the neck of the womb. It was possible to push the cervix uteri containing the child's head on to the right iliac fossa so as to allow sufficient space for the tumour to pass, but the latter closely fitted the pouch of Douglas, and although it could be rotated in any direction so freely that it was obviously not adherent, although its upper part could be grasped and although the fingers could be swept all round it to a considerable depth, yet prolonged efforts to draw it out of the pelvis failed. It did not seem likely that turning the uterus out of the abdomen would make removal easier or that pushing from below would help, but it occurred to me that the difficulty was chiefly due to suction. A cannula was therefore introduced along the side of the pelvis into the lower part of the peritoneal sac and then traction easily brought the tumour forward, its displacement being accompanied by a gurgling of air through the tube. The pedicle was secured in several pieces and a smaller cystoma of the right ovary was also removed from high up in the abdomen.
After the incision was closed Dr. Mackintosh ruptured the membranes and delivered by forceps whilst the patient was still anaesthetized. The presentation was left occipito-anterior. The placenta followed at, once. The abdominal wound healed by first intention, and when the parts were fully contracted the cicatrix measured 5 in. The mother made an uninterrupted recovery. Two months after delivery, and again a month later, there was a discharge exactly resembling that of a menstrual period. This was unexpected, as both ovaries had long pedicles, and it was believed that they were completely removed. The child was a, male and fully developed. He was very blue when born, but breathed almost immediately, and afterwards caused no anxiety at any time. He is now growing well.
The pelvic tumour measured about 6 in. by 41 in. The other was about 21 in. in its longest diameter. Both were cystic and the larger contained a mass of hair in one of its cavities. This was of a light auburn colour, closely resembling that on the patient's head. There were also small solid areas, and the Clinical Research Association reported that " one consists of connective tissue with sebaceous sweat-glands and hair-follicles, whilst the other contains a mass of adenomatous tissue indistinguishable from thyroid gland. The cystic portions of one are lined by epidermis, of the other by flattened epithelium."
In this case the need for delivery was so urgent, and the tumour seemiied so jammed in the pelvis, that it was not thought wise to attempt to remove the obstruction except by operation. The idea of performing a vaginal section was at once dismissed, because the mass seemed so hard that it might have been solid, and, of course, if it was ovarian, the pedicle was necessarily in the abdomen. The fixation of the growth by the suction created by its accurate fitting of the pelvis was the only difficulty, and this is likely to exist whenever a tumour fills the pouch of Douglas during labour, because the broad ligaments and the neck of the womb make an elongated narrow passage through which the obstructing body must be withdrawn.
Emptying the cyst by tapping, and the uterus by Csesarean section, have been recommended and practised to overcome the difficulty in these cases, but tapping must almost certainly lead to spilling of tumour contents, the nature of which is unknown, over the peritoneum, and although Caesarean section is not now considered a formidable procedure it is a very severe measure as part of an operation for the removal of an ovarian tumour. Yet Caesarean section has been frequently chosen.
In the 1,282 cases of this operation, collected by Dr. Amand Routh,' there are twenty-six in which it was undertaken because of obstruction by ovarian tumours in the pelvis. A reference to the original publications, when these are given, shows that the propriety of removing the tumours first and effecting delivery by the natural passage is for the most part not mentioned. In several cases no attempt even to examine the tumour was made, and more than one writer, after considering the different courses that might be adopted, decided that Caesarean section was advisable. Dr. A. J. Wallace described exactly the difficulties which I encountered, but, of course, I do not know whether he could have overcome them by the means adopted in my case. He was forced to perform Caesarean section, and even after the uterus was emptied the tumour, although not adherent, " offered a most obstinate resistance to all attempts to displace it." 1 Treatment of these cases by abdominal ovariotomy during labour does not seem to have been adopted very often. In Dr. McKerron's list there are only two instances, both operated upon by Sir John Williams in University College Hospital. The third case in this country was also in that hospital under the care of Dr. Herbert Spencer who, in reporting it,2 mentioned another published by Spaeth' as completing the record up to 1897. These cases were all successful, and it seems to me that when a pelvic ovarian tumour cannot be pushed out of the way during labour the tumour should always be carefully examined and abdominal ovariotomy should be performed whenever it is practicable.
The chief point in the history above recorded is. one which I have not seen mentioned in any publication, namely, that the range of cases in which ovariotomy is possible, without tapping a cyst and without Cesarean section, may be considerably extended if it is remembered that suction is sometimes an important factor to be overcome before a tumour can be brought out of the pelvis. When this is dealt with by the manceuvre described it should be possible to remnove whole any non-adherent ovarian neoplasm, whether it is cystic or solid, without emptying the uterus if it is possible to do so after Caesarean section. Another well-known fact emphasized by the case is that there should be no delay in operating and no prolonged effort to push the growth out of the way. An ovariotomy is not nearly such a serious complication of labour as a damaged ovarian tumour, and our patient is greatly indebted to Dr. Mackintosh for the prompt way in which he made all the arrangements for the operation.
[The patient was on April 28 reported to be in "perfect health." The periods continued with slightly irregular intervals.] DISC'USSION.
Dr. ARTHUR GILES related the following instance of ovariotomy during labour. The patient, who was of an enormous size, was sent by her doctor to a general hospital, where the opinion was expressed that the condition was one of either hydramnios or ascites, and on the supposition that it might be the Practitioner, 1907, lxviii, p. 347. Trans. Obstet. Soc. Lond., (1898), 1899, xl, p. 14.
former it was suggested that her doctor should puncture the membranes. He did this, but there was practically no resulting difference in the distension. When Dr. Giles saw her the uterus was fairly defined towards the left side of the abdomen, and a diagnosis of large ovarian cyst was made. At this time the os was commencing to dilate, and the patient was evidently in labour. He thought it would be dangerous to let her go through the labour with this enormous tumour present, and he arranged for her to be transferred to the Chelsea Hospital for Women. The operation was performed two hours later, at 8 p.m. By an incision extending from the ensiform cartilage to the pubes a multilocular ovarian cyst weighing 31 lb. was removed entire. Natural delivery occurred at 2 a.m., five and a half hours after the completion of the operation. The mother made an uneventful recovery, and she and the baby are now both well, the child being a year and a half old.
Dr. TATE was of opinion that in cases of obstruction during labour by ovarian tumours it was an advantage to postpone operative interference, if the symptoms were not urgent, till the os uteri was fully dilated. By this practice, after removal of the tumour by abdominal section, the child could be delivered by forceps, and the abdominal wound then sewn up, which was much more easily and satisfactorily done after the evacuation of the uterus. Dr. Tate had seen a case treated in this manner with very satisfactory results.
Dr. AMAND ROUTH was glad these two cases of ovariotomy during labour had been brought forward. Influenced by the teaching of Sir John Williams, he had always held that Caesarean section under such circumstances was hardly ever justifiable, yet in the 1,282 cases of that operation collected by him there were twenty-eight instances of Caesarean section preceding the ovariotomy.
He instanced a case where he had been able to dilate the cervix and "express "J the child with the other hand with remarkable ease during a laparotomy performed by Mr. Marmaduke Sheild for diffuse purulent peritonitis of appendix origin. Such " expression " after the ovariotomy might facilitate labour before the abdomen was closed.
Dr. C. HUBERT ROBERTS was much interested in both these cases, as he himself had a very similar one under his care at the present moment at the Samaritan Free Hospital for Women. It occurred in a woman, aged 29, who was admitted on March 10, 1911, in labour, which was obstructed by an ovarian tumour. Her previous obstetric history was curious, and one of the chief factors of interest. She had been married six years. Ten months after marriage she was delivered by craniotomy at full term with very great difficulty, the case being taken to be one of deformed pelvis. Two and a half years after she again became pregnant, and considering the former difficulties her doctor advised induction of premature labour at seven and a half months. The child was born alive, and lived. Her third pregnancy began about eight and a half months ago (dating from her admission on March 10, 1911). Dr. Roberts saw her with Dr. Reginald Crosse, of Balham, about a month ago, as he had discovered a tumour in Douglas's pouch. This was very evident on vaginal examination as a soft elastic mass displacing the cervix and presenting part over to the right. It could not be pushed up at the time. It was decided to wait till the child was relatively more viable, and then to perform ovariotomy during pregnancy at about the thirty-sixth week, or even later. On March 10, 1911, the patient came into labour at about eight and a half months, and was urgently admitted -to the hospital in a condition of obstructed labour. A cystic tumour was found, filling nearly the whole of the left side of the pelvic cavity; it was very tense, and seemed firmly jammed down in front of the fcetal head, which could be felt through the dilated cervix, displaced upwards, and to the right. The pains were very strong and frequent, and the patient in great distress. Mr. Malcolm and Dr. Lockyer saw the case in consultation, and an ovarian tumour obstructing labour was diagnosed. It was decided to perform ovariotomy at once, unless the tumour could be pushed up. After some difficulty in the inverted position, Dr. Roberts was able to push the swelling out of the pelvis, and a living child was very rapidly delivered without assistance. The patient made an uneventful recovery. The baby has also done well, being breast-fed. A week after delivery the patient was carefully examined, and the tumour on the left side could easily be felt above the brim, about the size of a goose's egg, very freely movable. Another very similar tumour could also be made out on the right of the uterus. This was also very mobile, but harder in consistency. On vaginal examination no part of either tumour could be felt, and the cervix occupied its ordinary central position. No symptoms of twisting of the pedicle or inflammation of the tumours occurred, and the puerperal temperature was normal. Dr. Roberts decided to remove the tumours about three weeks after labour, and abdominal section was performed on April 3, 1911. The operation was an easy one, both tumours were pedunculated, and lay above and in front of the uterus. No adhesions were present, and no difficulty was found in ligaturing the pedicles.
Both tumours were dermoid in character. The left-sided one was cystic, thinwalled, and contained little else but liquid fat and hair. The right-sided one was much more solid, and its walls thicker. It also contained hair and thick mammilliform process, covered with true skin. It was found possible to preserve Dr. GRIFFITH referred to a case under his care at Queen Charlotte's Hospital, in which labour was obstructed by a dermoid cyst in the pelvis, and the external os uteri was above and behind the pubes. He incised the posterior vaginal wall, and a powerful uterine contraction immediately expelled the cyst and the faetus together. Considerable haTmorrhage resulted from a laceration of the posterior uterine wall through the lower segment, which was controlled by sutures. The ovarian pedicle was not found, yet the patient made an uninterrupted recovery.
Dr. BLACKER felt sure that the proper treatment for these cases where there was any difficulty in pushing up the tumour was abdominal ovariotomy, followed by delivery through the natural passages. In any future case, however, before opening the abdomen he would try the effect of inverting the patient and attempting to push the tumour out of the pelvic cavity with the woman in that position.
A Suppurating Ovarian Cyst, in a Girl aged 10, probably infected from Hairpins impacted in the Vagina.
By HERBERT J. PATERSON, M.C.
K. B., AGED 10, was admitted into hospital on December 16, 1903, under the care of Dr. Soltau Fenwick. Eighteen months previously she had been in hospital with abdominal pain, supposed to be due to tuberculous peritonitis. Since then she had remained quite well until December 6, when she complained of headache and pain in the abdomen, accompanied by vomiting and some vaginal discharge.
Condition on admission: Patient was thin, dark-complexioned, rather delicate-looking, and anamic. Her breath was very offensive. The abdomen was distended, but there was no tenderness anywhere. Her temperature was 1000 F. Between December 17 and December 28 patient had a hectic temperature, varying between 970 F. and 1020 F.
On December 31 the temperature rose to 103V6°F., was accompanied by recurrent pain in the right iliac fossa, and continued irregular with daily remissions.
On January 6, 1904, there was pus in the urine, with marked resistance in the right iliac fossa. On January 12 the temperature was 1030 F., and operation was decided upon. Chloroform was administered on January 13, and an incision was made through the muscles in the right iliac region. After separating adhesions the appendix was found
